Discharge Information and Instruction Form

Q Catawba QCSH Q CCCA

Facility

Name:

QESH

QNVMHI  QPiedmont QSVMHI QO SwVMHI QWSH

Registration Number:

Legally Authorized Representative:

Relationship:

Case Management CSB:

Discharge CSB:

Admission Date:

Discharge Date:

SSN: <= = DischargePhone: (_ ) =  Ext

Discharge Address:

Type of Placement: Placement Code:
(PRAIS Out Referral Code)

Signed Authorization to Release Information to Private Provider: Yes No N/A

CSB Case Manager: Phome: (_ ) =  Ext

CSB Emergency ServicesPhone: (_ ) = Ext

First Appointment: DATE: _ _/_ _/_ _ TIME: _ . __AM/PM

Provider Type: @ case manager Q therapist Q psychiatrist Q other (specify):

Provider’s Name:

Provider’s Address:

ProvidersPhone: () <= Ext

Other Appointment: DATE: _ _/_ _/_ _ TIME: .  AM/PM

Provider Type: 0 case manager Q therapist Q psychiatrist Q other (specify):

Provider’s Name:

Provider’s Address:

ProvidersPhone: (_ ) =  Ext

Other Appointment: DATE: _ _/_ _/_ _ TIME: _ . AM/PM

Provider Type: O case manager Q therapist Q psychiatrist Q other (specify):

Provider’s Name:

Provider’s Address:

Provider’s Phone: (

Ext.

Other Information:
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Discharge Information and Instruction Form

Name: Registration Number: =

DISCHARGE DIAGNOSES

Axis |

Axis 11

Axis 11

Axis IV

AXis V Current: Highest in Past Year:

Condition on Release: [ Recovered [ Not Recovered, Improved [ Unimproved [ Not Mentally 11I

DISCHARGE MEDICATIONS
MEDICATION NAME REGIMEN #PILLS GIVEN

Date Pharmacy Card Mailed: / / or N/A Prescriptions Written: Yes No N/A

Other Information:

MD Signature: Date:
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Discharge Information and Instruction Form

Name: Registration Number: =

Additional Discharge Instructions:

Crisis Plan: (CSB attach detailed crisis plan as needed)

Signatures:

Facility Staff Date CSB Staff Date

I, the undersigned, have reviewed this Discharge Information and Instruction Form. | understand that this
document will be transmitted to the CSB(s) providing and/or overseeing my services in the community.

Individual Receiving Services /Date

Legal Guardian/Date Authorized Representative/Date
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